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Women’s health priorities and interventions
Building on the unfinished agenda, Marleen Temmerman and colleagues elaborate actions 
needed to improve the health and wellbeing of women and girls around the world
O
ver the past decades, govern-
ments have taken steps towards 
improving women’s health in 
line with commitments made in 
key international summits. 
Progress has been made in reducing mater-
nal mortality,1  which accelerated with the 
launch of the United Nations secretary 
 general’s Global Strategy for Women’s and 
Children’s Health in 2010. Use of maternal 
healthcare and family planning has 
increased in some countries.2  Progress has 
also been seen on two determinants of 
women’s health—school enrolment rates 
for girls and political participation of 
women—but not for others such as gender 
based violence.3
However, societies are still failing women 
in relation to health, especially in low 
resource settings. Discrimination on the 
basis of their sex leads to health disadvan-
tages for women.4 Structural determinants of 
women’s health, along with legal and policy 
restrictions, often restrict women’s access to 
health services.
This paper elaborates the health prob-
lems women face, and priority interven-
tions to overcome them, as a background 
for and informing the updating of the 
Global Strategy for Women’s, Children’s 
and Adolescents’ Health.
Methods
This paper is based on a desk review and 
synthesis of evidence drawing on global 
epidemiology and health estimates to iden-
tify gender differentials in mortality and 
morbidity. The interventions are based on 
syntheses of evidence drawn from evidence 
reviews previously conducted for WHO ini-
tiatives.5-7 We used three selection criteria 
to identify priority interventions. (1) Inter-
ventions that tackle major causes of mor-
bidity and mortality in women and 
adolescent girls. (2) Interventions that have 
been shown to have a high impact on 
health and development of women and 
adolescent girls. (3) Interventions critical 
for the overall health and wellbeing of 
women, children, and adolescents (such as 
interventions related to harmful practices 
and violation of human rights). We circu-
lated a draft of the paper for comments 
through a web based consultation and 
finalised it according to comments received 
and expert feedback.
Unfinished agenda for women’s health
Poor sexual and reproductive health out-
comes represent a third of the total global 
burden of disease for women aged 15-44 
years. Unsafe sex and violence are major risk 
factors for death and disability among 
women and girls in low and middle income 
countries and continue to disproportionately 
affect marginalised groups in high income 
countries.8
Although the global maternal mortality 
ratio—the number of maternal deaths per 
100 000 live births—halved between 1990 
and 2013, this progress is not sufficient to 
reach the target of millennium development 
goal 5 of a 75% reduction by 2015.9  In 2013 an 
estimated 289 000 women died from compli-
cations of pregnancy and childbirth; and 22 
million unsafe abortions occurred in 2008 
(half all induced abortions in that year), 
nearly all in low and middle income coun-
tries.10  The burden of maternal morbidity, 
such as obstetric fistulas and uterine pro-
lapse, continues to be high.11  Catastrophic 
and out of pocket health expenditure for 
healthcare services, such as treatment of 
complications resulting from unsafe abor-
tion, continues to affect women and girls 
around the world.12  Each year, 5.4 million 
women endure pregnancies that end in 
 stillbirth (2.6 million in 2009) or neonatal 
death (2.8 million in 2013).13  Worldwide, an 
estimated 225 million women have an unmet 
need for modern contraception.14
In 2013 almost 60% of all new HIV infec-
tions among young people aged 15-24 years 
occurred in girls and young women.15 Tuber-
culosis is often linked to HIV infection and is 
among the leading causes of death in women 
of reproductive age (and among women aged 
20-59 years) in low income countries. Nearly 
30% of women and adolescent girls are 
affected by anaemia, leading to adverse 
effects on their overall health and wellbeing, 
especially during pregnancy and childbirth.
Sexually transmitted infections, of which 
human papillomavirus infection is the most 
common, disproportionately affect women 
and adolescent girls. About 70% of cases of 
cervical cancer worldwide are caused by 
human papillomavirus.16  Untreated syphilis 
is responsible for about for 212 000 still-
births/early fetal deaths and about 92 000 
neonatal deaths every year.17
One in three women aged 15-49 years has 
experienced physical violence, sexual vio-
lence, or both by an intimate partner or 
 sexual violence by a non-partner, with many 
short and long term consequences for their 
health.18  One in four girls and one in seven 
boys experience sexual violence before 
the age of 18.19
Emerging priorities for women’s health
Shifts in population dynamics towards more 
ageing populations, along with an unprece-
dented growth in the world’s adolescent 
population, have led to greater complexities 
in the global burden of ill health, including 
an increase in non-communicable diseases 
(NCDs).8  In 2012 most premature deaths 
from NCDs among women aged 30-70 years 
(82% or 4.7 million) occurred in low and mid-
dle income countries, with higher rates in 
women aged 15-59 years than in high income 
countries.20
Gender norms and societal structures 
mean that the mobility and physical activ-
ity of women and girls in some parts of 
the world is often restricted. This can be 
further compounded by factors related to 
income, household hierarchies, and roles. 
In some regions, this has an adverse effect 
on the health and wellbeing of women 
and girls.21  Furthermore, gestational 
 diabetes affects about 15% of women 
worldwide.22
Globally, tobacco use accounts for about 
9% of all deaths due to NCDs in women. 
open access
Key messages
substantial progress has been made in the 
past two decades in improving maternal 
health, with a 45% reduction in maternal 
mortality, but much remains to be done
it is imperative to accelerate the momentum 
and protect the gains made for women’s 
health, as well as to tackle critical gaps and 
acknowledge the lessons learnt
Key health systems interventions 
are needed to address structural 
determinants of women’s health, reduce 
inequities in access, improve quality 
of care, strengthen accountability, and 
promote adoption of innovations that 
improve performance
Priority interventions for women’s health 
include providing health information and 
contraceptive services, strengthening 
maternal healthcare, tackling non-
communicable diseases, and preventing 
and responding to violence against 
women and girls
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Maternal smoking is associated with risks in 
pregnancy, including ectopic pregnancy, 
preterm birth, placental problems, miscar-
riage, and stillbirth.23  Harmful use of alco-
hol, illicit drugs, and other psychoactive 
substances by girls and women, including 
during pregnancy, is increasing in many 
parts of the world. In 2012 an estimated 4% 
of deaths of women were attributable solely 
to alcohol use.24
Women’s cancers, especially breast and 
cervical cancer, result in high rates of mor-
tality and morbidity, especially in low and 
middle income countries. Widespread major 
inequalities in access to early detection and 
screening lead to large variations in clinical 
outcomes and survival after treatment. 
Breast cancer, the leading cause of deaths 
from cancer in women (1.7 million new 
cases and 0.5 million deaths in 2012), is 
diagnosed in low and middle income coun-
tries mostly at advanced stages, when palli-
ative care is the only option.25  Cervical 
cancer is the fourth most common cancer 
affecting women worldwide. In low and 
middle income countries, it is the third lead-
ing cause of death from cancer in women, 
and in most cases women have limited 
access to screening and treatment of pre-
cancerous lesions, with resultant late stage 
identification.26
Mental disorders constitute another criti-
cal emerging health problem for women and 
girls. Suicide is a leading cause of death in 
adolescent girls and in women aged 20-59 
years globally.27  Women experience more 
depression and anxiety than men.28   Patterns 
of mental health problems differ between 
men and women as a result of different gen-
der roles and responsibilities, biological dif-
ferences, and variations in social contexts.27 
Women who have been exposed to violence 
by intimate partners are twice as likely to 
have depression and alcohol use disorders 
and four times more likely to commit suicide, 
compared with women not exposed to this 
violence.18  Mental health services are often 
limited in lower income countries, and 
women benefit even less from these services 
than do men.27
Chronic obstructive pulmonary disease is 
also a leading cause of disease and death 
among older women. In low income coun-
tries, the primary risk factor for women’s ill 
health is exposure to indoor air pollution 
caused by the burning of solid fuels for 
heating and cooking. However, health 
 systems are not  adequately equipped to 
 provide prevention and treatment of these 
conditions.
Globally, women represent a higher pro-
portion of older adults. Traditionally, women 
have provided most of the care in the family, 
looking after both children and older people, 
often to the detriment of their own participa-
tion in the paid workforce. The consequences 
in older age include a greater risk of poverty, 
more limited access to good quality health-
care and social care services, and poor 
health. Several serious medical conditions of 
older age, including dementia, are more com-
mon in women, yet women find it harder to 
access the treatment they need.
Strengthening health systems and tackling 
structural determinants of women’s health
Persistent obstacles in health systems to the 
realisation of women’s health and related 
human rights, including sexual and repro-
ductive health and rights, include a lack of 
gender responsiveness, reflected by a lack of 
sex disaggregated data and gender analysis. 
This results in health services not taking 
into account the specific needs and determi-
nants of women’s health or the effect on it of 
gender inequality. Removing these obsta-
cles requires targeted innovations that 
tackle structural inequalities and improve 
the quality, coverage, and completeness 
of  health services for women. Box 1 sum-
marises health systems interventions for 
women’s health.
 Structural determinants of women’s 
health
Sex based biological factors interact with 
inequalities based on gender, age, income, 
race, disability, ethnicity, class, and envi-
ronmental factors among others in shaping 
women’s exposure to health risks, experi-
ence of ill health, access to health services, 
and health outcomes. Gender inequalities in 
the allocation of resources, such as income, 
education, healthcare, and nutrition, are 
strongly associated with poor health, requir-
ing a multisectoral approach integrating the 
contribution of non-health sectors to the 
overall health and wellbeing of women and 
girls.
Creating an enabling legal and policy 
environment
Laws and policies have a direct bearing on 
the realisation of health and human rights 
by women and girls, including on sexual 
and reproductive health and rights. 
National and sub-national legal and policy 
frameworks should be aligned with rec-
ognised human rights norms and stan-
dards, and countries should establish or 
strengthen mechanisms to implement 
these standards.
Reducing inequalities
Another key focus in tackling the remaining 
gaps should be the persistent inequalities 
and inequities in the accessibility and 
 quality of health systems across and within 
countries.28  In many settings, health 
 systems continue to have limited accessi-
bility for certain populations, such as for 
poor people, older people, adolescents, rural 
residents, and residents of urban slums, and 
for uninsured or undocumented people,29  as 
well as limited capacity as measured by indi-
cators such as health worker density, cover-
age of critical services, use of health 
information systems, availability of essential 
medicines and supplies, and  quality assur-
ance.29
Box 1 HealtH SyStemS inteRventionS foR women’S HealtH
•	Universal	health	coverage	for	key	health	interventions	for	women
•	Inequities	in	access
	–Steps	to	enhance	coverage	(physical,	social,	geographic,	linguistic,	financial)
	–Removal	of	barriers	to	access,	including	legal	and	policy	barriers,	criminalisation,	third	party	
authorisation,	and	overly	broad	conscientious	objection
•	Quality	of	care,	including	supplies
	–Quality	assurance	of	service	delivery,	update	of	evidence	based	norms,	standards,	and	policies
	–Adequate	supplies	for	key	women’s	health	problems
	–Respectful	care	standards	and	cultural	sensitivity
•	Health	workforce
	–Development	and	distribution	of	health	workforce	for	women’s	health	problems,	including	
midwives
	–Pre-service	and	in-service	training
	–Provision	of	incentives	to	enhance	quality,	retention,	etc.
•	Monitoring	and	accountability
	– Investing	in	strengthening	the	overall	governance	of	the	health	system	to	ensure	better	
accountability	for	results	and	for	realisation	of	rights
	–Strengthening	management	capacity	at	national	and	sub-national	levels
•	Adoption	and	institutionalisation	of	innovations	that	enhance	quality,	coverage,	efficiency,	and/or	
completeness	of	health	interventions	to	women
	–Client	specific	innovations	that	improve	access	and	reduce	barriers,	including	the	use	of	digital	
technologies
	–Health	system	innovations	that	improve	performance	and	drive	measurement	and	accountability,	
including	digital	innovations	for	vital	events
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Quality of care
Women’s health services, particularly sexual 
and reproductive health services, are often 
not provided at a level of quality that meets 
human rights standards.30  The persistence 
of poor sexual and reproductive health out-
comes despite availability of supplies and 
facilities underscores the need to strengthen 
the quality of health systems.31  According to 
the recent WHO multi-country survey on 
maternal and newborn health, even when 
the coverage of effective interventions is high 
(above 80%) many women still die or experi-
ence severe morbidity from haemorrhage, 
hypertensive and other disorders of preg-
nancy, and prolonged obstructed labour 
(often resulting in death, stillbirth, or obstet-
ric fistulas).32
Quality of care must therefore go side by 
side with the increase of service coverage, 
as this alone does not guarantee the health 
results.32 33 Strengthening health networks, 
transportation, and referral systems is still 
an unfinished agenda in many countries. 
Upgrading of first and second level facilities 
with appropriate infrastructure and equip-
ment, and providing adequate numbers of 
skilled and motivated health workers, with 
ongoing training and mentoring for wom-
en’s health, including on sexual and repro-
ductive health and abortion care, and on 
tackling violence against women, is neces-
sary to increase coverage and facilitate 
access.
Quality of care is a multidimensional con-
cept that is affected by stakeholders’ priori-
ties and context.33  Attributes of quality of 
care include access to care, effectiveness of 
care, safety, equitability, communication, 
acceptability, efficiency, and privacy and 
confidentiality.33
enhancing accountability
The Commission on Information and 
Accountability for Women’s and Children’s 
Health emphasised multiple dimensions of 
accountability, by adopting a framework 
built on three pillars: monitoring, review, 
and action (including redress).34  The inde-
pendent Expert Review Group, established 
to monitor and assess progress in imple-
mentation of recommendations made by 
the commission, has stated that account-
ability needs to be based on certain core 
principles: clarity about stakeholders’ 
responsibility for action; accurate mea-
surement; independent verification; impar-
tial, transparent, and participatory review; 
and clear recommendations for future 
action.34
Accountability is also intrinsic to ensuring 
that individuals’ agency and choice are 
respected, protected, and fulfilled. Agency 
and choice are fundamental to enabling peo-
ple to have a voice and to hold governments 
and all relevant stakeholders to account.
Promotion and protection of the interna-
tional development agenda requires placing 
the human rights and health of women and 
adolescent girls, particularly sexual and 
reproductive health and rights, at its centre. 
Participatory monitoring and accountability 
mechanisms that meaningfully engage 
women at the sub-national, national, and 
global levels are a critical part of this.
 Priority interventions for women’s health
On the basis of the existing evidence and 
reviews conducted,5-7 we propose several pri-
ority interventions. Box 2 gives a synthesis of 
these interventions, which are not in an 
order of priority.
Providing health information and  
 comprehensive sexuality education
Evidence based health information and com-
prehensive sexuality education (CSE) is a key 
intervention for promotion and protection of 
women’s health. Such education and infor-
mation should be available to all  adolescents 
and youths, in and out of school, as well as 
to adult women. CSE provides thorough, sci-
entifically accurate, non-judgmental infor-
mation and assists people to develop skills 
for decision making, critical thinking, com-
munication, and negotiation of interper-
sonal relationships. Quality CSE 
programmes cover human rights, gender 
equality, respectful relationships, human 
sexuality, and sexual and reproductive 
health and rights. Effective CSE programmes 
seek to roll out nationwide curriculums and 
teacher training materials based on interac-
tive methodologies; they select and super-
vise teachers and facilitators; and they work 
with parents, school principals, and pro-
gramme managers, among others, at com-
munity level and through meaningful 
participation of adolescents.35 Specific atten-
tion needs to be paid to adolescent girls in 
the context of CSE programmes.
Contraceptive information and services 
for all who need them
Information on contraception and inte-
grated comprehensive sexual and repro-
ductive health services are vital means for 
women and girls to maintain health, and 
their availability is necessary for women 
and girls to enjoy their human rights. Con-
traception has clear health benefits. For 
example, prevention of unintended preg-
nancies results in a subsequent decrease 
in maternal and infant mortality and 
 morbidity. Providing access for all women 
in developing countries who have an 
unmet need for modern methods of contra-
ception would prevent 54 million unin-
tended pregnancies, 26 million abortions 
(of which 16 million would be unsafe), and 
7 million miscarriages; this would also pre-
vent 79 000 maternal deaths and 1.1 mil-
lion infant deaths. This situation would 
particularly benefit adolescent girls, who 
are at increased risk for medical complica-
tions associated with pregnancy and who 
are often forced to make compromises 
in  education and employment that may 
lead to poverty and lower educational 
attainment.36 
Effective policies at the national and local 
levels should ensure availability of a mix of 
accessible, acceptable, and high quality 
modern contraceptive methods, including 
emergency contraception, to meet women’s 
needs across the life course; these should be 
evidence based and free from bias, discrimi-
nation, and unnecessary medical eligibility 
criteria. Financing for family planning 
should be strengthened through costed 
implementation plans, health finance facili-
ties, and national  budgets. Providers should 
be trained and supervised to meet human 
rights standards for quality care.
Box 2 SummaRy of PRioRity HealtH inteRventionS and HealtH SyStem enaBleRS foR 
women’S HealtH
•	Health	information	and	comprehensive	sexuality	education
•	Comprehensive	and	integrated	package	of	sexual	and	reproductive	health	services,	including	family	
planning
•	Prevention	of	unsafe	abortion;	provision	of	safe	abortion	and	post-abortion	care
•	Pregnancy	care
•	Management	of	pregnancy	complications	and	maternal	morbidities
•	Counselling	and	birth	preparedness
•	Skilled	care	at	birth;	comprehensive	emergency	obstetric	and	newborn	care
•	Prevention	of	and	response	to	violence	against	women	and	harmful	traditional	practices
•	Cervical	and	breast	cancer	screening	and	treatment
•	Testing	and	treatment	for	HIV,	sexually	transmitted	infections,	and	tuberculosis	according	to	need
•	Promotion	of	healthy	behaviours	for	preventing	non-communicable	diseases	(for	example,	tobacco,	
alcohol,	obesity)
•	Human	papillomavirus	vaccine
•	Adequate	nutrition
•	Mental	health	and	psychosocial	support
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Strengthening maternal healthcare
As maternal and child mortality continues to 
decrease sharply in many countries, to make 
more progress, priority attention is needed to 
ensure the quality of maternal healthcare. 
Functioning health systems will include 
emergency obstetric and newborn care and 
strong capacity at the secondary level to 
treat complications of childbirth, with effec-
tive referral from the community and pri-
mary levels.37  38 Further strengthening of 
health services delivery systems is also 
needed, taking into account task shifting 
and innovative approaches such as mhealth 
and ehealth.
Strengthening the health workforce
Attention is needed to educate, deploy, 
retain, and improve the quality of the cadres 
of primary healthcare workers, such as mid-
wives and nurses, through quality educa-
tion, effective regulation, and an enabling 
work environment that includes effective 
referral.39 Healthcare workers should be 
empowered and provided with the necessary 
knowledge, skills, medicines, and equip-
ment. Furthermore, health workers should 
be provided with training and capacity 
building to sensitise them to approach the 
health needs of women and adolescent girls 
in a more responsive manner.
Providing safe abortion and post-abortion 
care
Unsafe abortion, one of the leading causes 
of maternal death and injuries, is entirely 
preventable because technologies and safe 
procedures are well known, cost little, and 
should be widely available. WHO’s technical 
and policy guidelines for access to safe abor-
tion should be implemented.40  Laws 
restricting access to safe abortion do not 
reduce or end recourse to abortion, and 
abortion related mortality is higher in coun-
tries with restrictive laws. The UN Special 
Rapporteur on the Right to Health has found 
that criminalising reproductive behaviours, 
including abortion, is a violation of human 
rights and contributes to poor health out-
comes.41 Although access to post-abortion 
care for treatment of the complications of 
unsafe abortion has increased, women in 
many countries still do not have access to 
this life saving care or are mistreated when 
they seek it.
Preventing and treating sexually 
transmitted infections and Hiv in women
To effectively end the AIDS epidemic by 
2030 and reduce the burden of other 
 sexually transmitted infections (STIs), 
 governments and the international com-
munity should fully implement effective 
prevention interventions; ensure access for 
young and marginalised people, including 
young women and girls and higher risk 
populations, to information and services 
on the risks and symptoms of STIs and HIV 
and to the skills and means to protect 
themselves; provide universal access to 
antiretroviral drugs; ensure privacy and 
confidentiality; invest in development of 
inexpensive  technologies for diagnosis, 
treatment, and  vaccines; strengthen STI 
surveillance, including of microbial resis-
tance; and challenge prevailing gender and 
sexuality norms.
Preventing and responding to violence 
against women and girls
Challenging social norms and gender 
inequalities is a critical element in pre-
venting and responding to all forms of vio-
lence against women and girls. This 
requires multi-sector programmes and 
strategies that address structural determi-
nants, including gender equality and the 
empowerment of women. Laws, policies, 
protocols, and guidelines are needed for 
all sectors, emphasising that violence 
against women and girls is a violation of 
human rights, imposes enormous health 
burdens on individuals, families, and soci-
ety, and will not be tolerated. The health 
system has an important role in the pre-
vention of and response to violence against 
women and girls by ensuring access to 
timely, effective, and affordable health ser-
vices for women and girls who are victims 
of violence, particularly sexual and repro-
ductive health services. Sexual and repro-
ductive health, adolescent health, and 
maternal health services offer unique 
entry points to identifying violence and 
providing the necessary support and care 
to women and girls exposed to violence, 
including mental health, emergency con-
traception, safe abortion, and STI and HIV 
prophylaxis for post-rape care, in line with 
WHO’s clinical and policy guidelines. This 
requires providers to be adequately trained 
and supported.
tackling non-communicable diseases
As detailed above, women are increasingly 
facing a disproportionate burden of NCDs. 
Prevention requires interventions to promote 
healthy behaviours and reduce risk factors 
for NCDs, and governments need to take 
steps to overcome economic, socio-cultural 
health inequalities and geographic barriers. 
Providing women with clean cooking and 
heating devices reduces their risk for several 
NCDs while also protecting the health of 
infants and young children. Interventions 
include  integration of prevention and con-
trol of NCDs into existing health systems ini-
tiatives; protection of women and girls from 
aggressive marketing of tobacco products 
through accelerated and effective implemen-
tation of the Framework Convention on 
Tobacco Control; inter-sectoral collaboration 
to identify and promote actions outside 
health systems in relation to NCDs; greater 
involvement of women and girls in identify-
ing problems and solutions and implement-
ing policies in the fight against NCDs; 
integration of sex and gender in the design, 
analysis, and interpretation of studies on 
NCDs by research institutions; and innova-
tive partnerships to improve access to afford-
able, high quality, essential medicines to 
treat NCDs.42
tackling women’s cancers
“Changing reproductive health needs over 
the life cycle” includes the prevention, 
diagnosis, and treatment of reproductive 
system cancers. The human papillomavi-
rus vaccine makes widespread primary 
prevention, as well as screening and 
 treatment of precancerous lesions, poten-
tially feasible in countries with weak 
health  systems. Advances for breast can-
cer are primarily in treatment and iden-
tification, which can be used for risk 
screening and need to be further available 
for all. Important new work is being done 
in low income countries to inform women, 
and to train community and primary 
healthcare  workers to support them, to 
seek diagnosis and care early enough for 
curable cases to be treated and to improve 
the management of greatly overburdened 
treatment facilities. This work needs to be 
strengthened.
adequate nutrition
Iron deficiency anaemia increases the risk 
of haemorrhage and sepsis during child-
birth. It causes cognitive and physical defi-
cits in young children and reduces 
productivity in adults. Women and girls are 
most vulnerable to anaemia owing to insuf-
ficient iron in their diets, menstrual blood 
loss, and periods of rapid growth. In some 
regions, women and girls are denied access 
to nutrition owing to cultural factors and 
societal norms. This severely affects the 
overall health and wellbeing of women and 
girls, especially during pregnancy, and 
leads to severe birth outcomes and health 
conditions. This requires cross sectoral col-
laboration to ensure provision of adequate 
nutrition to women and girls. For example, 
the paper by Branca and colleagues 
 recommends that interventions to reduce 
iron deficiency anaemia need to be rolled 
out at a larger scale, achieving universal 
coverage.43 This also requires interventions 
to ensure gender equality and promotion of 
women’s empowerment to ensure women’s 
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full access to and control over resources 
and social protection.
mental health
Gender is a critical determinant of mental 
health and mental illness. The morbidity 
associated with mental illness has received 
substantially more attention than the gen-
der specific determinants and mechanisms 
that promote and protect mental health and 
foster resilience to stress and adversity. 
Gender differences occur particularly in the 
rates of common mental disorders such as 
depression, anxiety, and somatic com-
plaints. These disorders affect approxi-
mately one in three people in the 
community (with a female predominance), 
are closely associated with intimate partner 
violence, and constitute a serious public 
health problem. Reducing gender dispari-
ties in mental health requires action at 
many levels. In particular, national mental 
health policies must be developed on the 
basis of an explicit analysis of gender dis-
parities in risk and outcome. This further 
requires investments in gender sensitive 
treatment approaches and services to be 
developed at the national level.44  For 
women to be able to access treatment at all 
levels from primary to specialist care and 
inpatient as well as outpatient facilities, 
services must be tailored to meet their 
needs.44  Women must therefore have access 
to meaningful assistance to seek treatment, 
and the full range of women’s psychosocial 
and mental health needs must be 
addressed. This, according to WHO, 
involves services adopting a life course 
approach, by acknowledging current and 
past gender specific exposures to stressors 
and risks and by responding sensitively to 
life  circumstances and ongoing gender 
based roles and responsibilities.44
Conclusion
Despite progress, persisting and emerging 
problems challenge women’s health. 
Responding to these requires a compre-
hensive approach including implementa-
tion of effective interventions at both 
clinical and health systems level. Addi-
tionally, environmental, social, economic, 
and political determinants that result 
in unequal access to care should be tack-
led to ensure the ending of preventable 
deaths, morbidities, and disabilities 
among women and improve their health. A 
focus on inequalities and on marginalised 
groups, including in humanitarian set-
tings, will help in achieving convergence 
between high and low income countries 
within a generation.
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